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Introduction
-Page 5 line 44 -"Second, we explore which groups are driving up caesarean rates in Chile, as they relate to health insurance and medical providers". What groups are the authors referring to? Groups of what? Doctors? Hospitals? It was not clear. It is not of women, because there is a limitation in knowing parity, socioeconomic condition, already described How to explain this -Does public health insurance pay most of the cost of childbirth and does not pay for complications? "Complications due to mother's health, prematurity related complications, and multiple births are not covered"
Results
In the first line it is stated that the vast majority of deliveries are in public hospitals, so the large increase in cesarean rates should not be added to the problems of care in private hospitals. Table 1 clearly shows that the % of cesarean sections in public hospitals doubled, and these hospitals account for 70-80% of deliveries. Thus, although there is a great problem in private hospitals serving the public system, this is not the only problem in obstetric care in Chile Table 1 needed to contain the% s in the columns of Number of Csections in Private Hospitals by Insurance, because as the absolute number of births does not appear and we can not calculate this data Table 2 should be inverted, in the rows the periods, and the adjusted and unadjusted analyzes and in columns ME: marginal effect. SE: standard error. OR: odds ratio and p-value. I think it would get better Table 4 is very important and makes clear the weight of cesarean sections in the private service among women with public insurance, and that this is a problem in Chilean public health
In assessing maternal risk, maternal mortality should be determined by type of insurance and by mode of delivery.
133 maternal deaths is not a small number, and for this study the mode of delivery is an important variable to be considered. That is why I disagree with this sentence and suggest to include this data. "The small number of maternal deaths in the sample, 133 throughout the period, does not allow for an analysis by type of insurance and institution." Page 16, line 9 -There is thus no evidence from the length of stay that suggests that outcomes are worse for mothers with public insurance delivering at private institutions-There is not necessarily, there may be economic issues involved in the mean time of discharge, in the routine of the hospital etc… Discussion -needs to be rewritten
The discussion is very technical over the numbers presented in the results, in the tables and does not lead to a bigger and more elaborate reflection. It is a statistical discussion.
The burden of heath insurance on cesarean rates is very clear in Table 4 , but it is not only that, it is a construction of social and gender inequality that develops over the decades and that needs to be seen beyond numbers.
The rates of cesarean section are very high and the rise of the procedure over the study period as a whole is alarming. It needs a greater discussion in the structuring of the country's health services, in this case, related to obstetric care. This discussion should go beyond costs, and beyond health insurance. It must address women's protagonism in childbirth, cultural issues and obstetric violence, which is certainly embedded in the figures presented in the study tables and were not even mentioned. Of course there is still a question of inequity, public insurance women who seek private hospitals receive worse care, with more unnecessary caesareans, regardless of cost. This all needs to be addressed.
Proposals also need to appear, new looks from the diagnosis made and this was missing Ethical Issues -could to rewrite better, although it is only a database, it must be made clear that women have not been identified and that all the principles set out in the Declaration of Helsinki
VERSION 1 -AUTHOR RESPONSE

Reply to Reviewer 1
Dear Dr. Ilir Hoxha, Thank you for your comments and suggestions on our paper. They have been very helpful. We have now substantially revised the paper to incorporate your suggestions. We believe that these changes have significantly improved the paper and hope that you agree.
Before explaining the specific responses to your comments, we will outline the main changes that we have made.
We have clarified the objective of the paper and consequently reorganized the analysis to be consistent with the revised objective. The objective of our analysis is to measure the likelihood of birth by caesarean section at private hospitals for publicly insured women as compared to privately insured women.
We refined the sample selection to exclude some ICD-10CM codes related to complications that were inappropriately included in the previous version. As a result, the new working sample is slightly (0.6 %) smaller. This change in the sample did not affect any of the results presented in the previous version of the paper. We now begin with a general analysis of C-sections by insurance and by type of hospital (results are in Table 1 in the new manuscript). These two health system factors form four groups of births (publicly insured women delivering at a public hospital (1) or at a private hospital (2) , privately insured women delivering at a public hospital (3) or at a private hospital (4)). We compute the contribution of each group into the overall C-section rate (formerly Table 4 , now Table 2 ). Finding that the highest contributor is the publicly insured women delivering at private hospital group, we turn our focus to the sample of births in private hospitals, and perform regression analysis to find the odds of C-section for publicly insured women as compared to privately insured women (found in Table 3 ). We rule out that this odd is higher due to medical necessity, because of the voucher system requirements and also empirically, through an analysis of the risk factors in Table 4 .
A detailed response to your specific comments is provided below. The responses follow the same structure as your report. Following your suggestion, we state more precisely the objective of the study. The revised objective is to measure the likelihood of birth by caesarean section at private hospitals for publicly insured women as compared to privately insured women (Page 5, paragraph 3). We also rewrote the introduction and reorganized the analysis to make it consistent with the revised objective. We have revised the list of outcome measures, which is now consistent with the revised objective. The revised list includes C-section rates; contribution to overall C-section rates of groups defined by type of insurance and type of hospital; adjusted OR of privately insured births delivered by C-section compared to publicly insured births, within private hospitals; percentage of medical complications and maternal deaths (Page 2). This comment and the previous ones have helped us in refining the objective of the study. We start with a general analysis of C-sections by insurance and by type of hospital (results are in Table 1 in the new manuscript). These two health system factors form four groups of births (publicly insured women delivering at a public hospital (1) or at a private hospital (2) , privately insured women delivering at a public hospital (3) or at a private hospital (4)). We compute the contribution of each group into the overall of C-section rate (formerly Table 4 , now Table 2 ). Finding that the highest contributor is the publicly insured women delivering at private hospital group, we turn our focus to the sample of births in private hospitals, and perform regression analysis to find the odds of C-section for publicly insured women as compared to privately insured women (found in Table 3 ). We rule out that this odd is higher due to medical necessity, because of the voucher system requirements and also empirically, through an analysis of the risk factors in Table 4 After clarifying the objective of the paper, and also based on your previous comments, we have produced a manuscript where the analysis and the different sections of the paper are aligned with the main objective. We have reorganized and rewritten the entire paper with this in mind. We believe the manuscript is much improved and hope that you will agree.
Authors
Authors write "The lack of socioeconomic measures…" as one of limitation of the study. Be aware that type of insurance is often a good proxy for socio-economic status…
Thank you for pointing this out. We have now made this clarification both in the Abstract and in the Discussion section.
6. When I read the background of the paper and discussion, I come to conclusion that the embodiment of the work within existing literature, theories and context needs more work. This is a good point. It has helped to frame the contribution of this paper within the literature. In order to address this comment, we have added more references, including the systematic review papers you indicated above, both in the Background and in the Discussion section.
There is room for improvement when it comes to design of the study, analysis and data presentation.
Thank you for your comment. As mentioned above, we have restructured and rewritten the Methods section.
Authors need to do some more in-depth search and elaboration of underlying factors for the situation they find (based on results).
Following your comment and the other reviewer's comment, we have added a deeper discussion on the underlying factors in the Discussion section. Thank you for pointing this out. We have given more focus to these results (now in Table 2 ), which helps frame the rest of the analysis.
The findings that you present in
We explore the reasons driving our findings in the revised Discussion section. We agree that this is an important issue, and plan to delve deeper into this in future research.
Reply to Reviewer 2
Dear Dr. Fernanda G. Surita, Thank you for your comments and suggestions on our paper. They have been very helpful. We have now substantially revised the paper to incorporate your suggestions. We believe that these changes have significantly improved the paper and hope that you agree.
We have clarified the objective of the paper and consequently reorganized the analysis to be consistent with the revised objective. The objective of our analysis is to measure the likelihood of birth by caesarean section at private hospitals for publicly insured women as compared to privately insured women. We refined the sample selection to exclude some ICD-10CM codes related to complications that were inappropriately included in the previous version. As a result, the new working sample is slightly (0.6 %) smaller. This change in the sample did not affect any of the results presented in the previous version of the paper. We now begin with a general analysis of C-sections by insurance and by type of hospital (results are in Table 1 in the new manuscript). These two health system factors form four groups of births (publicly insured women delivering at a public hospital (1) or at a private hospital (2), privately insured women delivering at a public hospital (3) or at a private hospital (4)). We compute the contribution of each group into the overall C-section rate (formerly Table 4 , now Table 2 ). Finding that the highest contributor is the publicly insured women delivering at private hospital group, we turn our focus to the sample of births in private hospitals, and perform regression analysis to find the odds of C-section for publicly insured women as compared to privately insured women (found in Table 3 ). We rule out that this odd is higher due to medical necessity, because of the voucher system requirements and also empirically, through an analysis of the risk factors in Table 4. A detailed response to your specific comments is provided below. The responses follow the same structure as your report.
The theme is interesting, although it is a specific problem of a particular country with a particular culture, and still with a peculiar health system organization. It is complicated to understand a health organization where patients with public health insurance are cared for by private health insurance professionals. And all this from now on is a limitation of this study. It is very specific. And the first question to the authors is: To whom will this study be addressed?
This is a very important point. Even though the setting of this study is a particular country with a particular culture, it is not only in Chile that individuals with public health insurance can opt for care with private providers. In order to address your comment, we have made clearer in the introduction that private providers have an increasingly relevant role in health systems around the world, and cited studies where there is cross-over of patients between public and private sectors in terms of insurance and hospitals. [1] [2] [3] We have also rewritten the Background, Discussion and Conclusion sections of the paper, to make it clear how this paper fits in the literature, by showing how the odds of C-section are higher in private hospitals for publicly insured women compared to privately insured women, for non-medical reasons. Further, in this setting there is no payment differential for a vaginal birth compared to a C-section delivery, which eliminates the most direct financial incentive present in many settings. We believe the implications of this paper to be important not only to local policy makers, but also to policy makers and researchers in other areas of the world, since we show that even though the system is designed to remove incentives for overutilization of C-sections (no payment differential, and only healthy women can purchase the voucher), it is not enough to contain high, and increasing C-section rates. Our findings indicate that there are great benefits from a more informed surveillance by the public insurance institution of C-section practices at its private providers.
The great asset is the long period of study and the large number of cases evaluated
Thank you for your comment, we have placed this more prominently as a Strength in the Strengths and Limitations section. To address this comment, we have added a more detailed explanation describing the system in Chile in the Background section (Pages 6 and 7 in the manuscript). As mentioned above, we have revised the objective of the paper, as suggested by the other reviewer, and have therefore reorganized and rewritten the entire paper. In terms of the rationale of the system, the aim of the voucher system is to provide a choice to publicly insured individuals who have the financial means to purchase a voucher (not only for births, but also for a selected set of conditions), to have health care at a private institution. This allows for freeing up resources in congested public hospitals, and the patients can get care in a "nicer" setting, or with more convenient visiting hours, etc. Available evidence suggests that it is not a matter of preference towards having a C-section. 4 An unintended consequence of the voucher system is that publicly insured women end up receiving care in private facilities with the highest C-section rates.
For those who do not know the organization of women's health services in
Our data does not allow to delve deeper into your question of inequity, or the imposition by physician. It certainly does look like overutilization, since a 70 percent C-section rate for healthy women cannot be justified for medical reasons. There is some work being done by other researchers, though, to our knowledge, there are no published papers on this matter.
Title -confused
The study design should appear in the title but" repeated cross-sectional analysis" was too long, it could be just "cross-section study" Based on your suggestion, and the Editor's advice, we have revised the title which is now "Publicly insured caesarean sections in private hospitals: a repeated cross-section analysis in Chile". As mentioned above, following the other reviewer's comment, we have revised the objective of the analysis. It is now "To measure the odds of birth by caesarean section at private hospitals for publicly insured women as compared to privately insured women". We therefore focus on the deliveries that take place at private hospitals, though we wholeheartedly agree that this sector is not the only problem in obstetric care in Chile. We do want to point out that the C-section rate in public hospitals is not too different from C-section rates in other countries.
Introduction Page
Table 1 needed to contain the% s in the columns of Number of C-sections in Private Hospitals by Insurance, because as the absolute number of births does not appear and we can not calculate this data
Thank you for your comment. To address it, we have produced a new version of Table 1 , which now contains all the relevant information, following your suggestion. Table 3 , which is inverted and does indeed read better.
9.
Table 4 is very important and makes clear the weight of cesarean sections in the private service among women with public insurance, and that this is a problem in Chilean public health
Based on your suggestion, and the other reviewers', we have placed more importance to these results.
We have restructured the analysis and now present these results in 
and beyond health insurance. It must address women's protagonism in childbirth, cultural issues and obstetric violence, which is certainly embedded in the figures presented in the study tables and were not even mentioned. Of course there is still a question of inequity, public insurance women who seek private hospitals receive worse care, with more unnecessary caesareans, regardless of cost. This all needs to be addressed. Proposals also need to appear, new looks from the diagnosis made and this was missing
This is a very important point. To address this comment, we have rewritten the entire Discussion section. We now elaborate on the underlying factors for the results we find, and also mention other dimensions that are present. Even though we believe this point deserves far more discussion, it exceeds the scope of this paper, and the data does not allow to delve deeper into it.
Ethical Issues -could to rewrite better, although it is only a database, it must be made clear that women have not been identified and that all the principles set out in the Declaration of Helsinki
Thank you for your comment. We have now made it clear that the data is anonymised and therefore requires no ethical approval. It is our understanding that the Declaration of Helsinki concerns work with human subjects, including research on identifiable human material and data, which is not the case for the dataset that we use. Many thanks for reading the paper again, and for the very detailed and thoughtful comments. They have been very helpful. We have revised the paper to incorporate all of your suggestions. We believe that these changes have significantly improved the manuscript and hope that you agree.
VERSION 2 -REVIEW
REVIEWER
A detailed response to your specific comments is provided below. The responses follow the same structure as your report. We have very carefully reorganized and edited the text to follow these comments. We have also worked with a professional copy-editing service, which has helped improve the readability and quality of the manuscript.
Specific comments:
I see C section in abstract… I would recommend no abbreviations in abstract.
Thank you for pointing this out. We now introduce the abbreviation the first time we use it, following the format on your paper on Caesarean sections and for-profit status of hospitals in BMJ Open (2017) . We have decided to keep the (now properly introduced) abbreviations in the abstract for the sake of economy of words. This is a good point, and it relates to your other comments on the lack of clarity in the "complications" terminology. We have rewritten this part of the Abstract and removed this particular sentence, since it was poorly written and confusing. Instead of using the term "complications", we have included a paragraph in the text (page 8, paragraph 3) , explaining that we analyze hospital discharges for conditions related to maternal morbidity and mortality, in order to assess whether the relationship between publicly insured deliveries at private hospitals and high C-section rates is driven by riskier patients seeking care at private institutions, for whom high C-section rates would be medically appropriate. We find no evidence that this is the case. Further, we have modified the Introduction, Methods and Discussion sections accordingly.
2.
The outcome measure definition can continue to improve and be more precise. For example: C-section rate by hospital and type of insurance; share of overall Csection rates of subgroups by type of insurance and type of hospital; adjusted OR of privately insured births delivered by C-section compared to publicly insured births, within private hospitals; rate of medical complications and maternal deaths. (What about length of stay)
We have revised the list of outcome measures according to this comment, and included length of stay after delivery, which was missing. We did leave the outcome "contribution to overall C-section rates of subgroups" instead of your suggested "share of overall Csection rates", since we feel that it helps in conveying the idea of a decomposition of the overall rate into subgroups. Thank you for pointing this out.
Sentence "the institutional setting… " (page 4, line 15) is not that clear what you mean.
Thank you for this comment. We have realized that our terminology was confusing. We have rewritten this sentence, to clarify that the rules of the payment scheme (which allow only lowrisk publicly insured women to get care at a private facility) is a key component of our analysis, since one should expect a relatively low C-section rate among this group from a clinical perspective. We have also incorporated a lengthier explanation of this argument in the Discussion section (pages 17 and 18). 
5.
Make sure you introduce C section abbreviation first time you mention
Thank you for pointing this out. We now introduce the abbreviation the first time we use it.
7. Sentence "C section…" (page 5, line 12) This is a good point. We have rewritten this paragraph on page 5 on the factors affecting Csection rates, removing redundancies, referring to malpractice liability (instead of "defensive medicine and medical legal environment"), and clearly stating that advanced maternal age is a risk factor (instead of "mothers delaying childbirth"). Indeed, the code refers to the main diagnosis code per hospital discharge. There is a variable that contains the Secondary Diagnosis code in the administrative records but it is not reported in the case of births (that is, it is missing for all births).
9.
What do you mean with "occurrence"? (page7, line 44)
Our intention was to refer to "county of occurrence", that is, where the hospitalization took place. Since it was not clear, and it is not necessary in the analysis, we have removed it altogether.
12. Thank you for this comment. We have first addressed this concern in our reply to your comment (2) . We have realized that our terminology was confusing, removed it altogether, and have rewritten the Methods section to correct this. We have included a paragraph describing how we build a secondary sample of hospital discharges related to maternal morbidity and mortality in the Data section (page 8, paragraph 3). We have also carefully revised that the text is now consistent with this new terminology.
14. As interesting as outcomes are, unfortunately, there is not enough information to analyze outcomes of C-sections with this data (only maternal mortality is available, which has a relatively low number of observations across insurance and hospital categories). We therefore have to limit ourselves to analyzing hospital discharges for maternal morbidity and maternal mortality, which cannot be linked to actual deliveries.
We have rewritten this section entirely, removing the title, and reallocating the information to their proper sections. We have included a paragraph in the Introduction that refers to this point (page 7, paragraph 3), added a description of this secondary sample in the Data section (page 8, paragraph 3), and described the analysis in the Methods section (page 10, paragraph 2). We present these results in Table 5 (page  15) , and discuss them in page 16, paragraph 3. The key message of this part of the analysis is to show that even though we find high C-section rates for the publicly insured women delivering at private hospitals group, this same group does not show higher hospitalization rates for maternal morbidity, maternal mortality, nor longer lengths of stay after delivery. That is, this group should have a relatively low risk of caesarean delivery and, nonetheless, it is for this group that the highest C-section rates are observed.
Furthermore, we have reorganized the information on Table 4 (now Table 5 : "Hospital Discharges for maternal morbidity and mortality and length of stay after delivery"), to summarize it and present a clearer set of results to support this argument.
15. Section 3.2. reconfirms Thank you for this comment. Although there are diagnosis codes related to maternal morbidity, these cannot be linked to actual deliveries, since there are no patient identifiers in this dataset. Given this data limitation, the only thing that we can do about it is to note it as a limitation in the discussion section, and use the available codes for exclusion. 
16.
5.
What about lower odds for CS among privately insured women in total sample? Do they (private insurance) pay less than public insurance? As the mechanism is not only differential in payment for CS and vaginal birth but the difference of payment among insurance entities/schemes.
The overall CS rate is higher for women with private insurance, as compared to women with public insurance, as is typically found in the literature. What this study adds is a decomposition of these rates based on the type of hospital where deliveries take place. Within private hospitals, we find variation of CS rates when comparing publicly and privately insured women. We find that for a publicly insured woman giving birth in a private setting, the CS rate is much higher than that for a woman with private insurance in a private hospital. There is some evidence that suggest that some private hospitals are making very active efforts to address high CS rates. Schnapp and Sepulveda (1997) describe active effort to contain CS rates among privately insured patients within a large private hospital. These efforts seem to depend on a hospital level decision that relies upon the actions of full time staff OBGYNs. We hypothesize that there is some kind of specialization among private hospitals, those who care for publicly insured patients and those who care for privately insured ones. This will be the subject of future research.
6.
In Thank you for pointing this out. We have carefully revised the list of 113 papers in PubMed. We already had in our paper the most relevant and closely related ones, but we have included two new references: Schnapp and Sepulveda (1997) , to answer your comment 5 above, and Murray and Elston (2005) , who present a case study of private sector obstetric practice in Chile. Following this comment, we have included a short paragraph with contextual analysis at the beginning of the Discussion section, after presenting the main findings.
7.
In some rare cases, there are still minor formatting/organization of text issues. But am sure BMJ editing service can/will help with that.
We have amended these. I see no need to review this paper again. I would just recommend they make final changes and move on. If editors decide (that I need to review again) am happy to look again. ...
